ABSTRACT
The index patient was suffering from chronic osteomyelitis of the lumbosacral spine with a purulent fistula for sixteen years, with few remissions, until he decided to have surgery. In 1993, his wounds were treated by several operations and antibiotic therapy during prolonged hospitalization but the shrapnel had not been removed. After that, he was discharged from the hospital for physical and social rehabilitation. After one year, a purulent fistula appeared for the first time, close to the scar above the lumbosacral spine. It was treated conservatively with antibiotic therapy in a local hospital in Bosnia and Herzegovina and the purulent secretion stopped. The same situation repeated itself several timesevery time after the antibiotic therapy was discontinued. In patient decided to have an operation to remove the metallic foreign body from his lumbosacral spine. Throughout the 17 years, there was no sign of cerebrospinal fluid (CSF) fistula or meningitis. Preoperatively, the patient was in good condition, afebrile, haemodynamically stable and eupnoic. He had surgery under general anaesthesia in the prone position. Necrotic tissue in all layers was excised. Necrotic bone was removed by high speed drilling and the shrapnel extracted (Fig. 5A-B) . Near to the shrapnel, burned pieces of military uniform and fibrous tissue reaction were seen.
CASE REPORT
For the first two postoperative days, there was no sign of purulent drainage but it appeared on the third day. It was eliminated by aggressive rinsing of the surgical wound with the usual antiseptic solutions (hydrogen peroxide, saline and betadine) for a week. During the surgery, a sample of pus was sent for microbiological analysis and methicillinsensitive Staphylo-coccus aureus (MSSA) was cultured. This was susceptible to ciprofloxacin and gentamycin so the patient was treated by the intravenous route for the next two weeks.
Microbiological analysis also demonstrated susceptibility to cloxacillin, azithromycin, clindamycin, tetracycline, mupirocin and cotrimoxazole and resistance to benzylpenicillin.
The patient was discharged from hospital to continue oral treatment for chronic osteomyelitis with trimethoprimsulfamethoxazole 960 mg twice a day and rifampicin 300 mg twice a day for the next six months. After four months of oral therapy, the control examination showed the following results: sedimentation rate was 4 mm, C-reactive protein was normal, and bone scintigraphy showed no accumulation of the isotope in the lumbosacral spine. After two years of the follow-up period, the patient remains without infection and is doing well.
DISCUSSION
We reported a case of a patient, a former soldier who was wounded by an explosive injury, with residual shrapnel in the lumbosacral spine which caused chronic osteomyelitis. It recurred several times after discontinuation of antibiotic therapy. Some authors report the possibility of reactivation of osteomyelitis after the initial antibiotic treatment (5, 6) .
Tissues surrounding a missile wound are in a state of constant change (7) . It is therefore advisable to extract shrapnel and bone fragments in order to prevent infection.
A chronic fistulous osteomyelitis after explosive injuries was also reported during the Vietnam War (8) . After an explosive penetrating wound, a metallic foreign body should be extracted if it is possible because it is well known that even after the antibiotic treatment of the open fracture, staphylococci can remain resistant in injured tissue and cause chronic osteomyelitis (9) . On the other hand, the optimal length of the oral antibiotic therapy had not been established (10) . However, therapy with rifampicin alone is not advisable because it induces resistance in staphylococci within 24 hours if administered alone (11) . Consequently, dual systematic antimicrobial therapy with chinolones such as ciprofloxacin and rifampicin, carried out for three to six months is recommended (12) . It is believed that after the initial intravenous therapy, prolonged oral dual therapy (rifampicin + fluoroquinolone, clindamycin or trimethoprimsulfamethoxazole) can achieve a good clinical result (13) . After surgery and removal of the shrapnel, there was initial intravenous therapy for two weeks with ciprofloxacin and gentamycin. After that, treatment was by the combination of rifampicin and trimethoprim-sulfamethoxazole orally, for six months. The patient remained clinically well at two years.
